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Introduction: The strategies patients use to manage their asthma (coping) have been found to
be associated with clinical and patient-reported outcomes.
Objectives: The aim of this large cross-sectional survey is to assess the use of coping methods
employed by patients with asthma and to explore the ability of general practitioners (GPs) to
correctly identify these strategies.
Methods: A modified Coping Orientations to Problem Experienced Questionnaire was
completed by patients with asthma and their physicians.
Results: The survey was completed by 3089 GPs (69% male; mean age 55  6) and by 6264
patients (52% male; mean age 45 þ 14). Active strategies were reported as the predominant
method of coping by 51e59% of patients, whilst passive/avoidant techniques accounted for
12e28%. GPs believed the active coping methods were employed primarily by 35e45% of
patients and the passive/avoidant methods by 8e26%. Physicians were able to identify the
specific strategy used by a patient in 34%e64% of cases. The ability to identify the use of active
strategies rather than the passive/avoidant was significantly higher (T test 8,250, p < 0.0001).
Coefficient of concordance between GPs’ and patients’ answers was fair.390105553524.
e.it (F. Braido).
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1626 F. Braido et al.Conclusions: These results revealed the extent of maladaptive coping strategies used by
patients and the tendency for physicians to underestimate these. These observations may well
represent two obstacles in improving asthma clinical outcomes.
ª 2012 Elsevier Ltd. All rights reserved.Introduction five active and the five passive/avoidant options mostChronic disease, such as asthma, predisposes individuals to
a degree of stress which requires a process of continuous
personal adaptation at different levels: cognitive, emotional,
behavioural, and social. The study of how patients manage
their conditions and particularly the key strategies employed
by patients suffering from chronic disease is understandably
a topic of increasing interest for clinical research.
The “transactional stress and coping model’’1 provides
a framework for evaluating how individuals deal with
stressful events: coping strategies may be functional and
mitigate the disease burden or dysfunctional and
contribute to maladaptive behaviours.
Studies of chronic disorders have reported significant
associationsbetweencoping styles and clinical outcomes like
physical functioning,2 levels of disease control,3 morbidity,4
mortality5 and Health Related Quality of Life (HRQoL).6
Asthma control is related to treatment effectiveness7 and
patient’s disease behaviours.8e10 For example, avoidant or
passive coping strategies (tendency to avoid, ignore, deny, or
minimize the seriousness of a problem) are associated with
less perceived control by patients,11 attendance at emer-
gency departments, hospital admission,12,13 symptoms and
worsening pulmonary function14 and poor adherence.15e17
Moreover maladaptive strategies are associated with
poorer asthma Related Quality of life,18,19 whereas active
coping (planning, organizing, trying to be informed) has
been found to be determinant of a better HRQoL.19
With such influences in health outcomes demonstrated, it
is clear that patients’ mechanism of managing their disease,
are increasingly being considered in the tailoring of inter-
ventions to suit the individual. Improving coping strategies
through education programs have been shown to benefit
psychological well-being, anxiety and depression.20,21
Despite much work on the association between coping
mechanisms and health outcomes in chronic disease,
a recent22 study noted that it has not provided enough
evidence about the coping styles more commonly reported
by asthmatic patients.
The aims of this observational cross-sectional survey
were 1) to assess the percentage of patients using each
coping strategy to manage their asthma; 2) to explore the
coping strategies general practitioners (GPs) thought
their patients used; 3) to compare these percentages; 4)
to assess how many GPs were able to correctly identify
the strategy each individual patient employed.Methods
Measures
From the data of 199 patients who completed the COPE
questionnaire1,23 that investigates 15 coping strategies, thefrequently chosen by patients were selected, adapted and
made into a survey. They were the following: Positive
reinterpretation and growth, Active coping, Planning, Use
of instrumental social support, Acceptance and Behavioural
disengagement, Religious coping, Mental disengagement,
Denial and Humour.16 A focus group composed of 2 pulmo-
nologists, 2 GPs, 2 psychologists and 4 patients then
created summary phrases to represent each of these 10
coping options. They are as follows:
I recognize the problem and I accept it (Positive rein-
terpretation and growth);
I get a move on (Active coping);
I try to get organized (Planning);
I try to be informed about it (Use of instrumental social
support);
I recognize the problem and I accept it (Acceptance);
I give up facing the problem pragmatically (Behavioural
disengagement);
I rely on fate or faith (Religious coping);
I try not to think about that (Mental disengagement);
I think the problem doesn’t exist or it is not so important
(Denial);
I joke about it (Humour).
Before the current onset of the study, the survey was
successfully pretested for comprehensibility and feasibility
with a sample group of 20 patients, and no changes were
deemed necessary.
Procedures and participants
The study was conducted between June and December
2010 in all Italian regions, and recruited GPs participating in
a continuing medical education (CME) program on asthma
that was accredited by the Italian National Commission.
The CME program was composed of two residential courses
with a practical homework session in between, with the
purpose of improving knowledge about asthma control.
During the homework phase of the educational program,
physicians were asked to identify adult patients (18 years)
with physician diagnosed asthma who were attending the
ambulatory clinic for consultation or to have an asthma
medication prescribed. Patients with chronic obstructive
pulmonary disease were excluded, but smokers were not.
To minimize selection bias, physicians were requested to
ask at least five consecutive patients with asthma if they
were willing to participate in a survey. This was to guar-
antee a sufficient number of patients to undertake at least
two successful patient recruitments per physician. All
eligible patients received an invitation card, were asked to
sign a consent form, and were informed that data collected
would be used only for the aims of the study. Patients were
then invited to anonymously fill out a data form (age, sex,
Table 1 Patients’ socio-demographic characteristics.
6264 patients (mean age 45  14), age range 18e72
Sex Males 52%




Is the physician able to identify patient’s behaviour? 1627education) and a questionnaire about coping strategies,
and to return them to the physician. For analytical purposes
the education level was dichotomized: low education
(primary school and secondary school) and high education
(high school and degree). The doctor then chose the coping
strategy he thought the patient used, completing the
questionnaire.
Physicians and patients who participated in the study did
not receive payment for their time or involvement. The
study was conducted in accordance with national legisla-
tion pertaining to confidentiality and data protection, and
had been approved by the local ethics committee.
The same 10-item survey was submitted both to the
asthma patients, who had to indicate how often they used
each strategy (never, rarely, sometimes, often and always)
and the physicians who had to predict the predominantly
used coping technique for each patient. For ease of anal-
ysis, responses were dichotomized and strategies were
considered frequent when the answer was often or always;
if a strategy was used only “sometimes”, “rarely” or
“never”, it was considered as infrequent for that patient.
Statistical analysis
The questionnaires were analysed as follows.
Student’s t-test was used to detect significant differ-
ences in the means of quantitative variables for inde-
pendent samples.
The ManneWhitney U test was used to compare quan-
titative variables.
ANOVA was used to verify the hypothesis of equality of
several means.
The Z-test for performing pairwise comparison test
equality of proportions was used.
The strengths of agreement between patient’s and GP
choices were determined using unweighted kappa
statistic for nominal categorical variables, and 95%
confidence intervals were calculated using bootstrap
estimation of standard error for kappa method.24 The
Landis and Koch classification of inter-rater reliability
was used to interpret the coefficients kappa: 0.4 e
poor to fair agreement; >0.4  0.6 e moderate agree-
ment; >0.6  0.8 e substantial agreement; >0.8 e high
agreement.25
A statistically significant cutoff value was set at p < 0.05
All the above-mentioned statistical analyses were per-
formed using the statistical software STATA.26
Results
Among the 3250 physicians invited to participate in the
project, 3089 GPs (69% male; mean age 55  6) participated
in the study and enrolled at least 2 patients. About 7000
patients with asthma were asked to participate in the
survey and 6474 were enrolled by their GPs during the
period MayeSeptember 2010. 210 patient completed
surveys were disregarded as they were incomplete. Table 1
describes the socio-demographic data of patients.
From the GPs’ perspective, active coping mechanisms
are frequently used by 35e45% of patients, whilst in factpatients self reported figures were 51e60%. GPs believed
that the use of passive and avoidant coping mechanisms
were commonly used by 8e26% of patients, whereas
12e28% of patients declared to use them frequently.
In particular, patients, in contrast to GPs, reported
significantly more frequent use of the following strategies:
“rely on fate or faith” (12% vs 8%, p Z 0.023), “have
a positive attitude” (53% vs 35%, p Z 0.001), “try to get
organized” (55% vs 37%, p Z 0.001), “try to be informed
about it” (51% vs 37%, pZ 0.001), “get a move on” (57% vs
44%, p Z 0.001), “recognize the problem and accept it”
(p Z 0.001) (Fig. 1).
Females tend to use significantly more passive/avoidant
strategies than males (0.92 vs 0.83, p Z 0.007, Man-
neWhitney U test), but no such disparity was noted for the
active approaches (2.81 vs 2.77, pZ 0.236). No differences
were shown between patients with a low and high level of
education both in the use of active (2.74 vs 2.75,
p Z 0.815) or passive/avoidant strategies (0.89 vs 0.84,
p Z 0.186). No differences emerged in the choice of posi-
tive and negative strategies according to age (ANOVA,
FZ 0.94, pZ 0.420). The GPs’ ability to correctly identify
when the patient uses a specific coping strategy ranged
from 34% to 64% (Table 2). In particular their ability to
identify the use of active strategies employed rather than
the passive/avoidant ones was significantly higher (T test
8,250, p < 0.0001).
The Landis and Koch concordance test assessed the
degree of correlation between the strategies indicated by
the physician and those reported by the patient (Table 3).Discussion
Despite clear evidence for the efficacy of anti-asthmatic
drugs, asthma control disappointingly, remains still very
much in need of improvement.7,27 The failure in achieving
this target depends both on disease and patient attributes.
Unsurprisingly, patient knowledge,28 behaviours and
personal characteristics29 can all influence disease
management. Although no one specific coping style per se is
wholly detrimental or positive, it has been shown that
generally passive and avoidant strategies adversely affect
outcome measures12 whilst the converse is true of active
coping. In our cross-sectional study we investigated the use
of coping strategies from patient’s and physician’s
perspectives and explored the degree of concordance
between physician and patient. Adapted from the
responses of 199 patients to COPE, a widely used ques-
tionnaire for coping style assessment, our survey was
designed to be used both by the patient and the physician.
Figure 1 Patients’ and GPs’ chosen strategies.
1628 F. Braido et al.Positively the active coping strategies were utilized more
frequently than negative ones, and were reported by about
half of patients. On the contrary, physicians describe
a significantly lower frequency of effective strategies in
their patients (see Fig. 1). This tendency to underestimate
the positive strategies could represent a problem, with
physicians who are able to recognize, reinforce and
emphasize its importance for an optimal asthma manage-
ment. Although the use of maladaptive strategies only
accounted for 12e28%, an awareness of this by both GPs
and patients is paramount if asthma outcomes are to be
improved for these patients. Interestingly, a similar
percentage of patients and physicians reports the use ofTable 2 Percentage of GPs able to correctly identify









Get a move on 3568 2276 (64%)
Joke about it 1017 514 (51%)
Try to get organized 3427 1724 (50%)
Try to be informed about it 3195 1792 (56%)
Try not to think about that 1755 876 (50%)
Have a positive attitude 3332 1573 (47%)
Think the problem doesn’t
exist or it is not so
important
937 453 (48%)




Give up facing the problem
pragmatically
931 446 (48%)negative strategies, an exception being “rely on fate or
faith” which was chosen more frequently by patients rather
than physicians. Age and level of education did not seem to
influence coping strategy, but females were more prone to
the use of passive/avoidant behaviours. Gender differences
regarding coping mode have been not reported in asthma,
but women affected with other chronic diseases tend to
report more frequent use of maladaptive strategies.30,31 It
has been interesting to investigate the GPs’ ability to
capture the use of specific strategies by their patients
(Table 2). GPs have shown a greater ability to identify
active approaches than passive/avoidant ones. This
evidence implies that particular attention should be paid to
those strategies that may interfere with asthma control.
However, the degree of concordance between patients andTable 3 Coefficient of concordance (Landis and Koch
analysis) between physicians’ and patients’ answers.
Strategy K coefficient Strength
of agreement
Get a move on 0.453 Moderate
Joke about it 0.375 Fair
Try to get organized 0.292 Fair
Try to be informed about it 0.383 Fair
Try not to think about that 0.347 Fair
Have a positive attitude 0.249 Fair
Think the problem doesn’t
exist or it is not so
important
0.369 Fair




Give up facing the problem
pragmatically
0.376 Fair
Is the physician able to identify patient’s behaviour? 1629GPs choices is fair in nine strategies out ten. Conversely,
this presents difficulty for GPs capturing the strategies
a patient commonly uses in 10% of cases still. It may be that
the gap between GPs’ ideas about patients’ behaviours and
what the patient self reports comes down to ineffective
communication.
Asthma management not only encompasses optimizing
treatment of pulmonary function, but also stimulating
active participation of patients through educational advice
and the promotion of self management behaviours.19 In
order to achieve these goals, physicians need to actively
develop their communication skills, reaching a common
ground with patients to achieve concordance with their
asthma management. Although the sample was not
selected to be representative of the Italian population,
the large number of physicians and patients who respon-
ded to the survey, their distribution throughout the
country and the social and personal characteristics (age
range, percentage of males and females, education level),
allow us to believe that the results of our study provide
a useful starting point in this approach with asthma
patients.
The results of our study should be viewed in light of its
limitations such as the cross-sectional design and the use of
a COPE surrogate tool: given the purposes and character-
istics of the survey it has not been possible to use a vali-
dated tool. The process that led to the selection of the
questions used in the survey make us confident that the
strategies most commonly used by asthma patients have
been explored. Nevertheless, the results highlight the use
of some ineffective coping strategies and lack of commu-
nication between physician and patient that can make long-
term asthma management more difficult.
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